= Abstract = Trichobezoar is characterized by the accumulation of hair in the gastrointestinal tract and usually occurs in those who have trichotillomania, other psychiatric disorders, or neurologic problems. Trichobezoar typically presents as gastric obstruction, including abdominal pain, vomiting, anorexia, and weight loss. A 9-year-old girl visited our clinic with the complaint of abdominal discomfort and vomiting. A review of her medical history revealed that she had trichophagia since the age of 5, and she felt that her parents had been strict with her. She underwent gastrotomy, during which a large trichobezoar was removed. This case highlights the importance of psychiatric and comprehensive approaches in patients with trichobezoar. (Korean J Pediatr 2009;52:1167-1170 
Introduction
Gastric trichobezoar is uncommon in childhood and generally results from emotional instability, neurologic or psychiatric problems particularly including trichotillomania, a compulsive behavior of eating hairs. And trichobezoar is associated with iron deficiency anemia, which often results in pica 1) .
The most common presenting symptoms of trichobezoar include palpable abdominal mass, vomiting and noticeable hair loss. The methods in the history taking, which revealed a possibility of the trichotillomania and trichobezoar by looking into a sense of the uneasiness and the relationship between their parents, or brothers, and sisters, will be greatly required to the patients those who suffer abdominal pain and psychopathic disease. Furthermore, if a patient presents with gastointestinal symptoms, abdominal palpation must be performed during physical examination.
Five to 18% of the patients with trichotillomania ingest hairs. The incidence of trichobezoars in trichotillomania, however, is unclear 2) . Of those whom engage in trichophagy, approximately 37.5% are at risk of forming a trichobezoar 3) .
The main current in the reports about bezoar is chiefly phytobezoar in contrast with the papers on trichobezoar.
The fatality rate of trichobezor may be up to 30% of diagnosed patients primarily because of gastrointestinal bleeding, obstruction or perforation 4) . Even so, trichobezoars have failed to attract a scholastic interest in the field of pediatrics. There are only a few reports of trichobezoars.
We report a case of a giant trichobezoar in a 9-year-old girl who had a psychiatric disorder.
Case report
A 9-year-old girl visited our clinic because of abdominal discomfort and vomiting (4 times episodes a day), worsened after meals. The symptoms started 1 month before and became aggravated through 3 days before the visit. She had no history of previous surgery. Her medical history was notable for trichophagia since 5 years of age. She had a habit of pulling her brother's hair out. She had no other medical history and was not on any medication.
There was no family history of hair-pulling or of obsessive-compulsive disorder. However, the patient's mother suffered from depression in the past. And also, she felt that her parent was strict. Abdominal radiographs showed no free air, no air fluid level, but unusual gas pattern in the upper quadrant, with a rim of air inside was noticeable. Abdominal computed tomography (CT) showed a large and ovoid mass with air retained in the intestines within the stomach with a massive space-occupying lesion (Fig. 1) . The diagnosis of trichobezoar was made and the patient was brought to the operating room where transverse gastrostomy was performed. A gastrostomy incision was made in the anterior wall of the stomach, and a large trichobezoar was removed.
The mass weighed 105.5 gm and measured 14.7×8.7×4.2 cm (Fig. 2) . There was no extension of the hair into the duodenum. We could not make endoscopic intervention for removal of the bezor (which has recently performed) due to lack of support of specialists and instruments.
After the operation, her abdominal symptoms were disappeared. She was discharged 8 days later and followed as an outpatient. She was seen in a consultation with a psychiatrist, but the parents refused psychiatric treatment repeatedly.
Discussion
Bezoars are persistent retained concretions of the undi- . Accordingly, we recognize that abdominal CT can be used to diagnose bezoars.
The trichobezoar presents on CT as a large inhomogeneous intraluminal mass occupying almost the entire lumen. A characteristic finding on CT appears that various sizes of the minute air bubbles filled masses, which is a helpful sign for diagnosis. These masses are not attached to the gastric wall. Despite the presence of satellite distal mass, CT can also provide a valuable information about therapeutic determination -extension degree of trichobezoar into the gastrointestinal tract and size.
CT has a major role in the evaluation of gastrointestinal obstruction, and has some important advantages of distinguishing between a bezoar and other cause of the intraluminal mass such as lobulated tumor, gallstone ileus or feces 10) . Therefore diagnosis of the gastric trichobezoar can be made confidently with an abdominal CT.
Therapy for any bezoar necessitates removal and prevention of recurrence. Treatment for gastric bezoar is gastrotomy or endoscopic removal. During operative treatment, there must be a through exploration of the rest of the small intestine to check for retained bezoars. Despite the rarity of obstructing small intestinal trichobezoars, whole small intestine should be observed carefully. That is why such size of other bezoar increase that small intestine could be obstructed. Endoscopic retrieval and fragmentation are frequently used for proximal bezoars whose size and density are not prohibitive; however, the procedure can be technically challenging, and fragments may migrate distally and cause a small bowel obstruction 11) . And emergent surgical treatment may be required. In order to prevent the recurrence of the bezoars, we prihibit the ingestion of the foods rich in vegetable fiber.
This case magnifies the importance of psychiatric evaluation early in the course of trichobezoar management, particularly in the pediatric age group. Trichotillomania, as mentioned above, is a psychiatric disorder related with formation of trichobezoar. According to a study, trichobezoar is found in more than a third of trichotillomania 12) .
Physicians should be aware that a trichobezoar may be present even in patients who show no signs of the hair loss.
Furthermore, the family history must be attentively examined. A family history of wheather other family members have any disorders, alcohol dependence or attention deficit hyperactivity disorder (ADHD) should be taken. There was a study using genogram that trichotillomania could occur to members of the family with these psychiatric disorders 13) .
Behavior therapy and habit-reversal therapy have been reported to be effective. Habit-reversal therapy includes the technique in which the patient monitors the undesirable behaviors and substitutes a desired behavior for the problem behavior. For children, supportive family counseling has also been reported to be effective 14, 15) .
After trichobezoar removal, prognosis is good, if psychiatric therapy to control habitual trichophagia is successful. To prevent recurrences, psychiatric follow-up is needed for treatment of the underlying behavioral disorder presenting in up to 90% of patients 16) .
Without a thorough attention to the complete history, the 
